Introduction {#sec1_1}
============

The incidence of scrotal malignancies is extremely low \[[@B1]\]. The published reports usually come from small, single-institution series \[[@B2], [@B3], [@B4], [@B5]\]. Among the primary scrotal cancers, the most common histologic type is squamous cell carcinoma. The overall survival (OS) rate is worse in patients with squamous histologic subtype, compared with other subtypes of scrotal cancer \[[@B6]\]. Typically scrotum carcinoma occurred in the sixth decade of life, presenting with a visible skin lesion, slow-growing and painless nodule \[[@B7]\]. Only 25% of inguinal nodes at presentation are metastatic. In terms of treatment modalities, wide local excision of the primary lesion with a 2-cm clearance margin is the primary treatment option. The role of lymphadenectomy still remains unanswered. In this article, we report a case of a 60-year-old patient with scrotal carcinoma who achieved palliative tumor control and symptom relief after surgical treatment followed by postoperative concurrent chemoradiotherapy.

Case Report {#sec1_2}
===========

A 60-year-old man presented at our inpatient department on October 27, 2011, with a 20-month history of an ulcerated lesion on the left side of the scrotum. Prior to admission, he was previously treated with antibiotics in private clinics, but the ulcer was uncontrolled and even deteriorated with drainage, small amount of bleeding and pain. Biopsy of the ulcerated lesion found squamous cell carcinoma of the scrotum. He had a history of nonmarital sex and no history of sexually transmitted disease or trauma in the scrotal area. He had no history of previous radiotherapy (RT) or exposure to chemicals.

Physical examination found an oval-shaped, ulcerated-bleeding lesion on the left side of the scrotum, measuring 5 × 3 cm in size, and 2--3 mm in depth. An unmovable, mild tenderness, and enlarged lymph node was found in the left inguina, with a size of 4 × 3 cm. Magnetic resonance imaging (MRI) of abdomen and pelvic cavity showed abnormal changes of bilateral scrotum and multiple enlarged lymph nodes in the left inguinal region (**fig. [1](#F1){ref-type="fig"}**).

The patient underwent local excision of the skin lesion with a 2-cm margin of normal tissue and incomplete resection of enlarged lymph nodes in left inguina. The tumor at scrotum was not infiltrative into or adhesive to the testis. But the lymph nodes were adhesive to the surrounding tissues. Pathological analysis of the surgical specimen confirmed the diagnosis, showing well-differentiated squamous cell carcinoma of the scrotum and lymph node metastasis (**fig. [2](#F2){ref-type="fig"}**). The patient received RT at left inguinal region, but not at scrotum, to preserve sexual function after operation. A total dose of 60 Gy in 33 fractions was given within a 6.5-week period. Concurrent chemotherapy with cisplatin (30 mg/m^2^/week) was administered during RT course.

After the treatment was completed, the lymph nodes of left inguinal region were less adhesive to the surrounding tissues without tenderness. Five months after the treatment, the size of the lymph node was dramatically decreased, remaining 1 cm in diameter, with no signs of tumor progression.

Discussion {#sec1_3}
==========

Scrotal carcinoma is a rare tumor with an overall annual incidence of approximately 1.5 per 1,000,000 persons in Western countries \[[@B8]\]. Wright et al \[[@B6]\] collected 471 cases of scrotal cancer from 1973 to 2002 and found the most common histologic types were squamous cell carcinoma (32%), extramammary Paget\'s disease (21%), basal cell carcinoma (18%), and sarcoma (18%). Squamous cell carcinoma was more common in black men than in white men (69 vs. 31%).

Scrotal carcinoma was the first malignancy linked to occupational exposure. Previous studies have found it was most commonly associated with exposure to environmental carcinogens such as chimney soot, tars, paraffin, and some petroleum products. Currently most cases result from poor hygiene and chronic inflammation \[[@B9]\]. The patient we report here had a 20-month chronic inflammation at scrotum, suggesting the chronic inflammation may contribute to the onset of this disease.

In general, survival was worse in patients with squamous histologic features, compared with other histologic subtypes. Johnson et al. \[[@B10]\] analyzed 766 patients with scrotal cancer and found median OS by histologies was 143 months for basal cell carcinoma, 165 months for extramammary Paget\'s disease, 180 months for sarcoma, 136 months for melanoma, 115 months for squamous cell carcinoma, and 114 months for adnexal skin tumor. Patients with low-risk scrotal cancer experienced a median OS of 166 months, while patients with high-risk scrotal cancer experienced a median OS of 118 months.

The primary treatment modality for scrotal carcinoma is surgery. Dai et al. \[[@B11]\] reported on 10 patients with scrotal carcinoma. All patients were treated with wide surgical excision without adjuvant therapy. After an average follow-up of 47 months, 8 patients were in good health without any relapse. One patient developed left inguinal lymph node metastasis at 21 months that was successfully treated with bilateral inguinal lymphadenectomy. One patient developed bilateral pulmonary metastasis at 48 months and was palliatively treated with chemotherapy.

The neoadjuvant therapy (both chemo- and radiotherapy) has also been recommended to downstage (reduction of the tumor size and lymph node status, thus improving the stage of the disease) a very large lesion in order to achieve complete resection \[[@B12], [@B13]\]. Adjuvant RT in combination with chemotherapy (Methotrexate, Bleomycin and Cisplatinum) for four cycles is also recommended to achieve a better disease-free survival \[[@B14]\]. The prognosis in squamous cell carcinomas depends on various factors like age of the patient, size, grade and stage of the tumor, and the extent of surgery.

It has been reported that the status of surgical margin is an important predictor for local and/or regional tumor control. In scrotal carcinoma, it has been reported that the surgical margin is still positive despite wide excision with a 2-cm margin \[[@B15]\]. Thus, to minimize disease recurrence rate, it is important to ensure a negative margin has been achieved during surgical resection, In our case, the surgical margin of scrotum was negative but inguinal lymphadenectomy was incomplete. In this setting, postoperative concurrent chemoradiotherapy was important and necessary.

In summary, for a patient with scrotum carcinoma and inguinal lymph node metastasis, surgical treatment followed by adjuvant chemoradiotherapy may achieve palliative tumor control and symptom relief. However, close follow-up is warranted to evaluate long-term treatment outcomes.
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